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.Flemar7as.-1. It will be found that with the incision given the margin of the plantar incision will be about from one to two inches longer than the margin of the dorsal, so that in suturing slight puckering of the plantar flap will be necessary. Any attempt at lengthening the anterior flap at the expense of the plantar offers two disadvantages-danger of sloughing in the dorsal flap, which consists only of skin and is not too well supplied with blood, especially in paralytic limbs, and also a risk of getting the ultimate scar too near the sole.
2. At the completion of the operation the plane of the sole remaining will not be horizontal but tilted forwards and upwards i at an angle which corresponds to the position of the os calcis and sole in the normal foot. 3. The tendo Achillis having been divided there is no likelihood of the os calcis becoming displaced backward and lateral displacement is prevented by retaining the malleoli. It is important to remove all cartilage and to get accurate adaptation of the bony surfaces before fixing. 4. The results of the two cases reported offer encouragement to repeat the operation in similar cases. The resulting stump is certainly as good as, if not better than, that produced by any other known amputation at the ankle. The operation should be applicable also to some cases of disease and injury in which it is possible to leave the os calcis. The accompanying illustrations are from Case 1. My opportunities as resident medical officer for performing this operation have naturally been few but through the 1 kindness of Mr. A. E. Kennedy I have operated in the above I manner on two cases in females, aged 30 and 37 years, with femoral hernias of three and five years' standing respectively. December, 1906 , when some discharge was noticed from the scar and some thickening detected beneath it. On examination some deeply situated tuberculous glands were found on the left side of the neck and a sinus discharging thin pus. Otherwise the boy was apparently in good health. On March 2nd the old scar with the sinus was excised and the wall of the former cavity and the deep glands were dissected out. The latter were more than usually adherent and the internal jugular was in their removal wounded and ligatured above and below the injury.
On the 3rd the temperature rose to 102' 6&deg; F. The stitches were at once removed and the wound cavity was flushed out with biniodide solution. A gradual improvement took place until the 8th, when for the first time since the operation the temperature fell to normal. On the 12th the temperature rose to 103' 40 and considerable discomfort was caused by a violent spasmodic cough, probably due to irritation of the vagus by the ligature. The cough persisted for several days and stopped on the silk ligature coming away.
On the 16th the boy complained of pain high up in the right thigh, and on the following night a definite rigor took place. The rigors continued daily and on the 19th the temperature reached 106 2&deg;. The pain in the right thigh continued but no hardnes or swelling could be detected. The question of vaccine treatment was now considered and a Wright's capsule of blood from the finger together with
